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Measles — Dade County, Florida 


During the period July 14 through December 12, 1986, 258 con‘irmed cases of measles 
(7) were reported to the Dade County Department of Public Health. There is detailed informa- 
tion available on the first 223 cases, all of which had been reported by December 6, 1986 
(Figure 2). The index case of measles occurred in a 4-year-old, unvaccinated Hispanic resident 
of Dade County. The child had acquired measles while on vacation in Honduras, and her rash 
had developed on June 19, the day after she returned home. 


FIGURE 1. Reported measies cases, by date of rash onset — Dade County, Florida, June 
19, 1986-December 6, 1986 
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Of the 223 patients reported to Dade County, 98 (44%) were black; 76 (34%), Hispanic; 
28 (13%), Haitian; and 21 (9%), non-Hispanic white. Attack rates were highest among blacks 
(43 cases/100,000 population) and Haitians (32/100,000), with lower attack rates among 
Hispanics (10/100,000) and whites (6/100,000). The age distribution of the 223 patients is 
presented in Table 1. A total of 171 (77%) were <5 years of age; 91 (41%) were < 16 
months of age (ie, too young for routine vaccination). The highest attack rate 
(248/100,000) was in patients < 12 months of age (Table 1). 

Overall, 39% (87) of the 223 patients had preventable iliness (7 ) (Table 2). However, 89% 
(71) of cases in preschoolers who were 16 months through 4 years of age were preventable. 
This age group alone accounted for 82% of all preventable cases (Table 2). Of the 136 chil- 
dren who had non-preventable cases, 91 (67%) were too young for routine vaccination, 42 
(31%) had been vaccinated, two (2%) were born before 1957 (i.e., old enough to be consid- 
ered already immune), and one (0.7%) was not a U.S. citizen. 

Complications occurred in 77 (32%) of the 223 patients. The most frequent complication 
was diarrhea (14%), followed by otitis media (10%), pneumonia (6%), and seizures (1%). Age- 
specific complication-to-case ratios were highest among children < 5 years of age (44:172); 
the 9- to 15-month age group had the highest ratio (24:73). No deaths were reported. 


TABLE 1. Age distribution and estimated incidence rates of measies — Dade County, 
Florida, June 19, 1986-December 6, 1986 





Age group (yrs.) 








* Per 100,000 population 


TABLE 2. Age distribution and preventability of measles cases — Dade County, Florida, 
June 19, 1986-December 6, 1986 





Preventable cases 
Age group No. (%) 


15 mos 0 (0.0) 
16 mos.-4 yrs 71 (88.8) 
5-9 yrs (34.8) 
10-14 yrs (11.8) 
15-19 yrs (33.3) 

20 yrs (55.6) 





Total (39.0) 
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The setting of transmission was known for 79 (35%) patients. Of these patients, 42 (53%) 
were exposed to measies in the waiting room of the pediatric emergency room (ER) of a large 
county hospital. Transmission also occurred in other medical facilities, day-care centers, shel- 
ters for children, homes, and schools where immunization levels were known to be high (98%). 

Outbreak control activities included increasing surveillance; instituting mass publicity in 
newspapers, on radio and television stations, and by physicians and other health profession- 
als; instituting a triage and isolation process in the pediatric ER and clinics of the county hospi- 
tal; and auditing records of children enrolled in licensed day-care centers and schools. On 
September 25, the age of vaccination was lowered to 12 months. On October 17, because of 
continuously high attack rates in infants < 12 months, the age of vaccination was lowered to 
6 months for children either living in shelters or using neighborhood clinics or the pediatric ER 
of the county hospital. Free vaccine was provided in all neighborhood and public health clinics. 
In neighborhoods where large proportions of patients lived, religious and other community 
leaders assisted in vaccine clinics held in mobile vans, churches, fleamarkets, and supermar- 
kets. Vaccine was also available in a van outside of the pediatric ER of the county hospital. 
However, these clinics had limited success in immunizing preschoolers. 

Because a large proportion of patients was unvaccinated, a telephone survey was conduct- 
ed to determine whether patients had missed an opportunity to be vaccinated and what the 
risk factors were for not being immunized. To determine missed opportunities for vaccination, 
parents or guardians of 18 unvaccinated patients who were 16 months through 4 years of 
age were interviewed to determine the number of times they were seen in a medical care 
facility at an age when they were eligible for vaccination. Of the 18, 17 had reportedly been 
seen in a medical care facility at least one time in the 6-month and 12-month periods prior to 
measles onset and at an age when they were eligible for vaccination. Review of the clinical 
records of nine patients indicated that three had been seen for minor upper respiratory tract 
infections and could have received vaccine. The remaining six were seen when they had an ill- 
ness which was felt to be a contraindication to vaccination. 

To determine the risk factors for not being immunized, a case-control study was conduct- 
ed. The 18 unvaccinated patients who were 16 months through 4 years of age were com- 
pared with 27 community controls in the same age group. The control group was obtained by 
random digit dialing. Preliminary results of this case-control study indicated that unvaccinated 
patients were more likely to have received health care from the public sector (odds ratio 
[OR] = 10, 95% confidence interval [Cl] = 2-40), to have single mothers (OR = 13, 95% Ci = 
3-58), to live in a household with no employed adult (OR = 7, 95% Cl = 2-26), to have re- 
ceived <3 doses of DTP (p=0.016") and <2 doses of OPV Tt (p = 0.048" ). They also had a 
greater number of siblings (mean = 2 vs 1, p < 0.05). 


Reported by M Ares, MD, H Garcia, MD, A Kimbler, RA Morgan, MD, Dade County Dept of Public Health, 
HT Janowski, H Loy, S Mcinelly, JL Velez, JJ Witte, MD, MH Wilder, MD, Acting State Epidemiologist, 
Florida State Dept of Health and Rehabilitative Svcs; Div of Immunization, Center for Prevention Svcs, 
CDC. 


* Odds ratio not calculated; zero value in one cell 
tat least two doses of OPV and three doses of DTP are recommended by 15 months of age 
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Editorial Note: Measles transmission in preschool-aged children continues to be a major im- 
pediment to the elimination of indigenous measles transmission in the United States. Pre- 
schoolers have had the highest reported risk of measles among all age groups in 5 of the 6 
years from 1981 through 1986 (2,3). Unvaccinated preschoolers aged 16 months through 
4 years represent a substantial proportion of patients in recent outbreaks in Phoenix (4), 
Chicago (5), Jersey City (6), and New York City (CDC, unpublished data). As in those out- 
breaks, the outbreak in Dade County occurred among preschoolers from low socioeconomic 
groups 

Generally, immunization levels in preschool-aged children are lower then those for school- 
aged children (6, 7). This is true in Dade County where a survey of 2-year-old children in the 
population in 1986 showed that the measles immunization level was between 49% and 65% 
(Dade County Department of Public Health, unpublished data). In contrast, the immunization 
level in children enrolled ir kindergarten and first grade in the 1985-86 school year was 94%. 

In the outbreak in Dade County, unvaccinated patients were of lower socioeconomic 
status, sought health care more often in the public sector, and were more likely not to be in 
compliance with immunization recommendations for other antigens than were their age- 
matched controls. These children are particularly difficult to reach for several reasons. In addi- 
tion to not being enrolled in schools or some other institution where immunization require- 
ments could be enforced, they may also have difficulty gaining access to health care services. 
There is 2 need for innovative strategies for increasing immunization levels among this hard- 
to-reach group throughout the United States. Barriers to immunization services should be 
eliminated, and the services availabie in public health clinics, where these patients usually 
seek care, should be more fully used. In addition, susceptible children should be vaccinated 
every time they visit a health care facility unless vaccination is contraindicated. Educational 
programs should be targeted to parents in low socioeconomic groups, and physicians and 
clinics should routinely recall their eligible patients for vaccination. The health care community 
should involve community leaders in planning activities to educate parents. 
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Rapidly Progressive Dementia in a Patient Who Received 
a Cadaveric Dura Mater Graft 


In mid-November 1986, a 28-year-old woman developed gait ataxia 19 months after 
surgical resection of a cholesteatoma’ . During surgery she received an imported, commercial- 
ly prepared, hurran dura mater graft (LYODURA®, Lot # 2105, processed in 1982 by B. 
Braun Melsungen AG of the Federal Republic of Germany). By early December, she required 
assistance with ambulation and had developed dysarthria. Two weeks later she gave inap- 
propriate responses to questions and developed visual hallucinations. By early January 1987, 
she developed myoclonic jerks and, on physical examination, was demented. Diagnosis of 
Creutzfeldt-Jakob disease (CJD) was confirmed by brain biopsy which demonstrated spongi- 
form encephalopathy. She had no family history of degenerative neurologic disease, nor had 
she received cadaveric, pituitary-derived human growth hormone (HGH). No patient with 
known CJD had surgery in the same neurosurgical suite in the 3 months prior to this woman's 
operation. 

Reported by J Prichard, MD, V Thadani, MD, R Kalb, MD, E Manuelidis, MD, Yale University School of 
Medicine, New Haven, Connecticut, J Hadler, MD, MPH, State Epidemiologist, Connecticut State Dept of 


Health Svcs; Food and Drug Administration; Hospital Infections Program, Div of Viral Diseases, Center 
for infectious Diseases, CDC. 


Editorial Note: CJD occurs with a frequency of about 1/1,000,000 population per year in 
the United States and in various populations worldwide (7 ). Most cases occur spontaneously 
in patients > 50 years of age; CJD is rare in persons < 30 years of age (7 ). latrogenic trans- 
mission of CJD has occurred in one patient by corneal transplant from an infected donor (2), 
in two patients who were exposed to intracerebral electrodes after they had been used in a 
CJD patient (3), in four patients in neurosurgical suites following procedures on CJD patients 
(4,5), and in four recipients of HGH (6, 7). Onsets of symptoms following direct brain or eye 
exposure to the CJD agent have ranged from 16 to 28 months; however, patients who re- 
ceived systemic HGH have had onsets of symptoms after 4 to 21 years. No other reports of 
CJD transmission via dura mater grafts have been identified. 

Dura mater harvested from cadavers is used predominantly in neurosurgical procedures, 
but is also used in orthopedic, otologic, dental, urologic, gynecologic, and cardiac procedures. 
Although the number of recipients of LYODURA® and other dura mater grafts is not well 
known, the age of this patient and the 19-month interval between her graft and onset of 
symptoms of CJD strongly suggest that the dural graft was the vehicle for transmission of 
the CJD agent. The Food and Drug Administration and the Centers for Disease Control are 
continuing to investigate the association. 

Procedures used to sterilize cadaveric dura such as exposure to ethylene oxide or ionizing 
irradiation are not sufficient to completely inactivate the CJD agent (8,9, 70). Until methods 
to eliminate the CJD agent from dura mater can be better defined, the transmission of this 


*A cholesteatoma is a cyst-like mass with a lining of stratified squamous epithelium; it occurs most 
commonly in the middle ear or mastoid region. 
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lethal, degenerative neurological disease remains a possibility. Surgeons may wish to consider 
the alternative use of autologous fascia lata or temporalis fascia or of synthetic substitutes. 
Physicians who use cadaveric dura mater should verify that their sources follow stringent 
donor selection procedures and criteria such as those promulgated by the American Associa- 
tion of Tissue Banks (77,72). 

Previous and current patients who have rapidly progressive dementing illnesses consistent 
with CJD and who have received a dural graft during an operative procedure should be report- 
ed, through their state health departments, to R. Janssen, MD, Division of Viral Diseases, 
Building 6, Room 127, Centers for Disease Control, 1600 Clifton Road, Atlanta, Georgia; tele- 
phone number (404)329-3091. Any facility finding remaining stock of LYODURA®, Lot 
#2105, should contact Dr. Janssen immediately regarding its disposition and possible testing. 


(Continued on page 55) 





TABLE |. Summary —cases specified notifiable diseases, United States 





4th Week Ending Cumulative, 4th Week Ending - 

Jan. 31, Jan. 25, Median Jan. 31, Jan. 25, Median 
1987 1986 1982-1986 1987 1986 1982-1986 

Acquired | ficiency S (AIDS) 1,101 203 N 1,642 839 N 

Aseptic meningit.5 83 102 92 333 320 337 
Encephaitis: Prumary (arthropod-bome 
& unspec ) 10 15 59 
Post-infectious - 2 1 3 5 

Gonorrhea. Civilian 14,552 . 17,703 


Military 342 7 387 
Hepatitis Type A 448 
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Legronetios:s 


Measies: Total” 
indigenous 
imported 
Meningococcal infections: Total 
Crvihan 
Mibtary 
Mumps 
Pertussis 
Rubella (German measies) 
Syprubs (Premary & Secondary): Crvihan 
Mibtary 
Toxc Shock syndrome 
Tuberculosis 
Tularerme 
Typhoud fever 
Typhus fever. tick-borne ‘RMSF) - 
Rabies. animal 93 83 








TABLE 11. Notifiable diseases of low frequency, United States 





Cum 1987 Cum 1987 
Le 
7 Leptospirosis 2 





Anthrax 
Botulism Foodborne - 

infant (Calif. 1) 4 Pohomyelitis, Paratytic 
Or . Psittacosis 

6 Rabies, human 

° Tetanus (Mich. 1) 
rubella syndr : Trichinosis (Pa. 1) 


C 
Congenital syphilis, ages — 1 year . Typhus fever, flea-borne (endemic, murine) 
Diphtheria (Als. +) 1 

















* One of the 30 reported cases for this week was imported from a foreign country or can be directly traceable to a known internationally im- 
ported case within two generations 
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TABLE Ili. Cases of specified notifiable diseases, United States, weeks ending 
January 31, 1987 and January 25, 1986 (4th Week) 
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TABLE Ill. (Cont’d.) Cases of specified notifiable diseases, United States, weeks ending 
January 31, 1987 and January 25, 1986 (4th Week) 
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TABLE Ill. (Cont’d.) Cases of Specified notifiable diseases, United States. weeks ending 
January 31, 1987 and January 25, 1986 (4th Week) 
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TABLE IV. Deaths in 121 U.S. cities.“ week ending 


January 31, 1987 (4th Week) 





All Causes. By Age (Years) 
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* Mortality data in this table are voluntarily reported trom 121 cities in the United States. most of which have populations of 100.000 or 


more.A death 1s reported by the place of its occurrence and by the week that the death certificate was filed Fetal deaths are not included 


** Pneurnomea and influenza 
t Because of changes in reporting methods in these 3 Pennsyivama cities. these numbers are partial counts for the current week Complete 


counts will be avaiable in 4 to 6 weeks 
tt Total includes unknown ages 
§ Data not avaiable Figures are estemates based on average of past 4 weeks 
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Changes in Premature Mortality — United States, 1984-1985 


Premature mortality in the United States, as measured in total years of potential life lost 
(YPLL) before age 65, increased from 11,788,125 in 1984 to 11,844,475 in 1985, an in- 
crease of 0.5%. This is the second straight year with an increase in total YPLL; prior to this in- 
crease, there had been 3 years of gradual decline. However, the rate of YPLL/1,000 persons 
has decreased every year since 1980. In 1985, the rate decreased 0.3% from the 1984 level; 
this is explained by an increase of 1.7 million in the number of persons under age 65 in the 
U.S. population from 1984 to 1985. 

A major reason for the increase in total YPLL is the greater number of deaths from the ac- 
quired immunodeficiency syndrome (AIDS). The YPLL due to AIDS increased from 82,885 in 
1984 to 152,595 in 1985; this represented a rate increase of 82.4%. 

Death due to AIDS became the 11th leading cause of YPLL in 1985; in 1984, it was the 
13th leading cause. The relative rankings of the remaining 12 leading causes of YPLL did not 
change. Unintentional injuries, malignancies, and heart disease continue to be the three leading 
causes of YPLL in the United States. 
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Premature Mortality — Continued 


TABLE V. Estimated years of potential life lost before age 65, 1984 and 1985, and 
cause-specific mortality, 1985, by cause of death — United States 





YPLL for YPLL for Cause-specific 
Cause of mortality persons persons mortality, 1985 
(Ninth Revision ICD) dying in 1984* dying in 1985° (rate/100,000) 
ALL CAUSES 
(Total) 11,788,125 11,844,475 8748 





Unintentional Injuries 8 

(E800-E949) 2,313,048 2,235,064 38.6 
Malignant neoplasms 

(140-208) 1,804,809 1,813,245 191.7 
Diseases of the heart 
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Suicide, homicide 

(E950-E978) 1,250,642 1,241,688 20.1 
Congenital anomalies 

(740-759) 685,315 694,715 5.5 
Prematurity 

(765, 769) 474,290 444,931 2.9 
Sudden infant death syndrome 

(798) 316,909 313,386 2.0 
Cerebrovascular disease 

(430-438) 266,486 253,044 
Chronic liver diseases 

and cirrhosis 

(571) 233,099 235,629 11.2 
Pneumonia and influenza 

(480-487) 163,474 168,949 27.9 
Acquired immunodeficiency 

syndrome (AIDS)* * 82,885 152,595 2.3 
Chronic obstructive 

pulmonary diseases 

(490-496) 123,275 129,815 31.2 
Diabetes mellitus 


(250) 119,555 128,229 16.2 





* For details of calculation, see MMWR Supplement, Premature Mortality in the United States, December 
19, 1986, Vol. 35, No. 2S. Cause-specific mortality rates were obtained from the National Center for 
Health Statistics, Monthly Vital Statistics Report (MVSR), Vol. 34, No. 13, September 19, 1986. Age- 
specific population estimates for 1984 and 1985 were obtained from the Bureau of the Census, Esti- 
mates of the Population of the United States by Age, Sex, and Race: 1980 to 1985, Series P-25, No. 
985 

t Cause-specific mortality rates as reported in the MVSR are compiled from a 10% sample of all deaths. 
§ Equivalent to accidents and adverse effects. 


q Category derived from disorders relating to short gestation and respiratory distress syndrome. 
** Reflects CDC AIDS surveillance data. 
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The rate of YPLL/1,000 persons increased for seven of the 13 leading causes. As with 
total YPLL, the most notable rate increase was for AIDS. Other increases in the rate of YPLL 
occurred for diabetes (6.4%), chronic obstructive pulmonary disease (4.5%), pneumonia and 
influenza (2.5%), heart disease (1.5%), congenital anomalies (0.6%), and diseases of the liver 
and cirrhosis (0.3%). Declines in the rate of YPLL were noted for prematurity (7.0%), cerebro- 
vascular diseases (5.8%), unintentional injuries (4.2%), sudden infant death syndrome (1.9%), 
suicide and homicide (1.5%), and malignancies (0.3%) (Figure 2). 


FIGURE 2. Percentage of change in rates of years of potential life lost before age 65 — 
United States, 1984-1985 
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* Sudden infant death syndrome. 
Chronic obstructive pulmonary diseases. 


Epidemiologic Notes and Reports 





influenza A(H1N1) Associated With Mild lliness 
in a Nursing Home — Maine 


Maine. On January 15, 1987, the Maine Bureau of Health was notified of an outbreak of 
respiratory illness affecting residents of a central Maine nursing home. The nursing home is an 
intermediate care facility housing 59 residents ranging from 17 to 93 years of age (median = 
68 years). Influenza A/Taiwan/86(H1N1)-like virus was isolated from two throat swabs ob- 
tained from ill residents on January 16. The nursing home had offered the trivalent influenza 
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vaccine to all residents and staff in November 1986; 50 (85%) residents and 14 (23%) of the 
60 staf: members had been vaccinated. 

Eleven (19%) of the 59 residents met the case definition for influenza-like iliness (i.e., 
culture-confirmed influenza or fever =37.8 C [100 F] accompanied by at least one respiratory 
symptom [cough, coryza, or sore throat]). The attack rate among vaccinated residents was 
16% (8/50) compared with 33% (3/9) among unvaccinated residents. The median age of 
cases was 68 years. The index case was a 17-year-old female who experienced onset of 
symptoms January 8; the last case occurred January 16. Only two (3%) of the 60 staff mem- 
bers reported an influenza-like illness during the corresponding time period. Most residents 
had clinically mild cases, and many were able to continue their usual activities during their ill- 
nesses. The median duration of fever =37.8 C (100 F) was 2.5 days. None of the ill residents 
were hospitalized or developed complications such as pneumonia. 

United States. For the week ending January 24, 10 states” reported widespread out- 
breaks of influenza-like illness, and 18 states? , the District of Columbia, and Puerto Rico 
reported regional outbreaks of influenza-like illness. This is the fifth week with more than 20 
states reporting outbreak activity. 

Influenza A/Taiwan/86(H1N1)-like virus continues to be the predominant strain of influen- 
za this season and represents 99% of isolates reported from collaborating diagnostic labo- 
ratories. Forty-seven states and the District of Columbia have now reported isolates of in- 
fluenza A(H1N1) virus®. 

Reported by D Williams, A Littlefield, K Gensheimer, MD, State Epidemiologist, Bur of Health, Maine Dept 


of Human Svcs; State and Territorial Epidemiologists and State Laboratory Directors; WHO Collaborating 
Center for influenza, Influenza Br, Div of Viral Diseases, Center for infectious Diseases, CDC. 


Editorial Note: A few sporadically occurring cases of laboratory-confirmed influenza 
A(H1N1) have been reported in nursing home residents this season. The fact that this is the 
first outbreak of respiratory illness associated with influenza A(H1N1) in a nursing home that 
has been reported to CDC this season suggests that such outbreaks are uncommon. Since 
laboratory diagnosis could not be obtained for nine of the 11 cases in this outbreak, it is im- 
possible to confirm that all cases of febrile respiratory illness were caused by influenza. 

The mild ilinesses overall and the lower attack rate in vaccinated residents suggest that 
A/Taiwan/86 infections were prevented or abated by prior exposure to type A(H1N1) strains 
or by vaccination with the A/Chile/83(H1N1) antigen in the trivalent influenza vaccine. How- 
ever, because of the small number of unvaccinated residents and the lack of laboratory diag- 
nosis for most cases, this hypothesis could not be proven. 

The observation that the illnesses were clinically mild, of short duration, and not associated 
with serious complications is consistent with clinical observations of laboratory-proven in- 
fluenza A(H1N1) infection in most other older adults. Furthermore, only 2.1% of type A(H1N1) 


* Arizona, Colorado, Connecticut, Hawaii, New Hampshire, Oregon, Tennessee, Texas, Washington, and 
Wyoming 


t Alabama, Alaska, Arkansas, California, Idaho, lowa, Kansas, Kentucky, Minnesota, Mississippi, Nebras- 
ka, New Mexico, North Carolina, North Dakota, Pennsylvania, South Dakota, Utah, and Wisconsin 
SRhode island and Wyoming have not reported any influenza isolates so far this season. South Dakota 
has reported isolating influenza type A, subtype unspecified. 
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virus isolates reported to CDC so far this season have been from persons =65 years of age 
These observations are consistent with those made during other influenza seasons since 


1977 4 in which A(H1N1) has predominated. 


References. 
1. ACIP. Monovaient influenza A(H1N1) vaccine, 1986-1987. MMWR 1986;35:518 


4 influenza A(H1N1) stopped circulating in 1987 and reemerged in 1977 (7) 


Notice to Readers 





Agency for Toxic Substances and Disease Registry 
to Hold Meeting on National Registry Proposal 


The Agency for Toxic Substances and Disease Registry (ATSDR), Public Health Service, 
will hold a public workshop to discuss the development of a National Registry of persons ex- 
posed to selected toxic substances. The meeting will focus on organizational, ethical, and 
social issues concerning a national exposure registry. Viewpoints and suggestions from indus- 
try, organized labor, environmental groups, academia, state and Federal agencies, and the 
public are invited. 

The meeting will be held on March 23-24, 1987, at the Westin Peachtree Plaza, Peachtree 
Street at International Boulevard, Atlanta, Georgia. Copies of the National Registry Proposal 
and additional information about the meeting may be obtained from W.E. Kaye, Ph.D., 
ATSDR, Exposure Registry Implementation Group, 1600 Clifton Road, Atlanta, Georgia 
30333; telephone (404) 454-4592 (commercial) or 236-4592 (FTS). 


Errata 
Vol. 35, Nos. 51 & 52 
In the article entitled “Drinking and Driving and Binge Drinking in Selected States, 
1982 and 1985 — The Behavioral Risk Factor Surveys”, the last sentence of the first 
paragraph should read: “By contrast, only for men 35 to 54 years of age and 
women 18 to 34 years of age did a majority of states show a decrease in the preva- 
lence of drinking and driving.” 


In the above mentioned article, delete the second sentence of the last paragraph 
which reads: “Between 1982 and 1985, neither binge drinking nor drinking and driv- 
ing decreased significantly for 18- to 34-year-old males.” 


Vo!. 36, No. 2 
In the article entitled “Update: Influenza Activity— United States”, the title of the 


first figure in Figure 1 should read: “Average of influenza-like cases reported by 
physicians.” 
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FIGURE |. Reported measles cases — United States, week 53, 1986, and weeks 01-03, 
1987 
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